The white paper Working for Patients stated two objectives: to give patients, wherever they live in the United Kingdom, better health care and greater choice of the services available and greater satisfaction and rewards for those working in the NHS who successfully respond to local needs and preferences.' It heralded the introduction of a new contract for general practitioners encompassed in the statement of fees and allowances payable to general medical practitioners from 1 April 1990. Central to the contract was a shift in the methods ofpayment for services, with the intention of raising average remuneration accounted for by capitation fees from 46% to at least 60%. Within the white paper was the theme of health promotion, targeted incentive schemes for childhood immunisation and cervical cytology being two specific examples. Payment would be received for regular health surveillance for children aged under 5 years and patients aged over 75, with financial rewards for health checks for newly registered patients, at risk groups, and patients with chronic conditions. Practices would provide an annual report, prescribing costs would be scrutinised, and larger practices would be free to apply for their own NHS budgets for a defined range of hospital services. Medical audit was to be introduced as a means of providing information about services and of improving the effectiveness of primary care.
The new general practitioner contract for general medical services within the NHS was Immunisation targets are met by having good personal contact with parents and health visitors, and it was too early to judge the extent to which higher targets for cervical cytology would be achieved.
The partners accepted that structured care was worth while, but this was not seen as synonymous with running clinics. Financial survival and investment for improved premises may result in some moves towards "clinics," but "the only reason we would run a clinic would be to make money, not to improve the service we offer or to improve outcome for patients." Collecting information about the practice was leading to considerable increases in personal time spent on administrative tasks. Practice income was expected to remain at the current level, but increased expenses on computer assisted records, telephone calls, correspondence, and photocopying were seen as an unfair financial burden. The imposed regulations and administrative tasks were considered punitive, and both partners were con-cerned about the lack of recognition for just "being there when patients need care." For both partners the measurement of surgery hours and workload did not take into account the responsibility of 24 hour cover 365 days a year.
Throughout my visit the theme of personal and continuing care was ever present. On the weekend before my visit a snowstorm had hit the area, and one partner had spent three hours on the management of a shepherd's wife with acute asthma. "This type of care cannot be measured on a computer," he said, and peer review would only be welcome "provided it is by someone with credibility and who works in a similar environment. 3903 qualified under the deprivation payment scheme, and this was acknowledged as "an essential reward for our type of practice." Achieving a target of around 60% uptake for cervical cytology had been a major achievement, but it was doubtful if the expected target of 80% could be achieved. The commitment of the health visitors had always been a feature of the practice, and this was reflected in the higher targets for immunisation achieved.
Collecting data on the computer and introducing new aspects to old routines were seen by the practice manager and her staff as important elements of patient care. The practice nurse commented that she could "now see more clearly what my role in the practice is." Regular visits to elderly patients and plans for regular follow up of patients with hypertension and asthma were seen by her as methods of ensuring optimum care for patients with chronic conditions.
The practice was still adapting to a barrage of changes, which had led to times of low morale. It was still difficult for most of the partners to get a true picture of how the new contract could enhance the care of patients. To offset this, there was an air of enthusiasm among the support staff, who were grasping opportunities to strengthen their professional roles.
Reaction to contract and impact on practice * With four partners departing in 1989-90 the six remaining partners were faced with increased workload * Administrative upheaval related to reregistering 7500 patients * Area of high deprivation; little response from patients requested to attend for regular health checks * Developing teamwork in midst of high workload.
HIGHFIELD, SOUTHAMPTON
There has been a singlehanded practice at 2 Highfield Crescent, Southampton, since 1924, and the current doctor has been the sole practitioner since 1965. The practice premises are incorporated within his house and comprise a small reception and waiting area and one consulting room with an adjoining examination room. The practice area is predominantly suburban with a small pocket of inner city housing. The list size in January 1990 was 2230, with 15% of patients being aged 75 years and over. There is one full time receptionist-secretary but no other employed staff. The records are based on "Lloyd George envelopes," there is no computer, and there are no plans to install one in the immediate future. The practitioner has been a trainer, is a former course organiser in the local vocational training scheme, and continues to take part in undergraduate medical education. For him the new contract of 1990 made no significant differences to the way he operated. Surgery hours remained as before, but his one receptionist was now working overtime at 50 hours per week compared with 38 hours per week previously. This was largely due to the increase in paperwork related to form filling and correspondence with the family health services authority.
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The surgery, Killin, Perthshire and immunisation clinics, but for family planning, minor surgery, and continuing care of chronic illness his approach was opportunistic. He had not introduced any well person clinics because, "they are 95% phoney and 5% justified." "The clinics bandwagon may be a good thing for large practices," but he saw no reason to interfere with a routine that he had created based on the needs of his practice population. With a fairly stable group of patients and a large proportion of elderly people he had a deep knowledge and understanding of the medical conditions "within his patch."
He had never employed a practice nurse and had no plans to do so as he had good contact with health visitors and district nurses. He carried out the immunisations and the examinations for cervical cytology and had faced no specific problems in reaching the higher targets. His prescribing costs were above the local average, but with a large proportion of elderly patients he could not identify any specific areas -where he could make substantial reductions in costs.
He had always regularly attended local postgraduate meetings but now saw many new faces. "I doubt if this lunchtime stamp collecting exercise is about education." "Assembly line medicine" and "assembly line education" were certainly not for him. He had vivid memories of the Charter for General Practice in the mid-1960s and believed that its opportunities were underexploited even at the end of the 1980s. At the age of 59 his job satisfaction remained high as he spent his working day concentrating on clinical problem solving among patients whom he had come to know extremely well.
Reaction to contract and impact on practice * Health promotion clinics are unlikely to improve overall health of patients * The new contract does not allow for proper balance between personal care and population based care * Doubts about dividing the postgraduate education allowance into three subject areas which inevitably overlap * Indicative drug budgets will have to allow for determinants of individual general practitioner's prescribing.
GREEN PRACTICE, HYTHE, HAMPSHIRE
The town of Hythe (population 20 000) is at the head of Southampton Water opposite the ocean terminals and docks and in the shadow of the Esso oil refinery and Fawley power station, the main employers in the. Despite the willingness of the staff to be involved in medical audit the destabilising influence of the contract had left little protected time for medically related activities outside the practice and effective contributions to medical education. The main wish of the group was to retain a dedication to patient care, and plans were in hand for appointing a business manager to lighten the partners' administrative load. Within the practice no one was willing to accept the Minister of Health's statement in 1989 that "good practices had nothing to fear from the new contract."
Reaction to contract and impact on practice * Increased workload leading to stress among general practitioners and support staff * Management of large practice working from two sites * Erosion of protected time for undergraduate and postgraduate education * Desire to develop internal audit as opposed to external audit. 
